ABSTRACT
Introduction
Nasal gliomas are very rare benign tumors formed by presence of heterotopic glial tissue on the nasal dorsum and/or nasal cavity congenitally. There are intranasal, extranasal and mixed types. Although most commonly seen in the nasal area; can also occur in other areas such as skin, palate, orbit, scalp and lungs 1, 2 . It is frequently diagnosed in newborn and pre-school ages, however, can be also observed in adults in very rare amount 3 . Similarly to other intranasal masses, patients with intranasal localization have symptoms like nasal obstruction, rhinorrhea, and bleeding. Those located extranasally can cause cosmetic deformities. Clinically, these tumors are often seen as hard, non-pulsatile and gray or pink colored masses 1, 4 . Treatment choice is surgical excision. Although rarely seen, they are nevertheless clinically important tumors because of the possibility of connection with central nervous system. After excision or biopsy cerebrospinal fluid (CSF) leakage or meningitis may occur 5 .
Case 1
Thirteen month old baby boy was admitted with complaint of a mass protruding from the left nasal vestibule existing since birth. The physcical examination of the patient showed a mass filling the left nasal cavity with stiff elastic consistency. A magnetic resonance imaging (MRI) was performed to determine the localization and possibility of intracranial extension of the mass. It showed a 9×16×20 mm cystic mass filling the the left nasal cavity and pushing the middle turbinates. There was no intracranial connection (Fig. 1) .
Total tumor excision with endoscopic transnasal surgery was performed under general anesthesia with a preliminary diagnosis of nasal glioma. During the operation, the tumor was seen partially adhered to the mucosa of the nasal septum and so the adjacent septal mucosa was excised with the mass. The postoperative pathologic examination of the excised specimen confirmed the diagnose of nasal glioma (Fig. 2 ). There was no major complication or recurrence during the postoperative two years follow up.
Case 2
Nine month old baby boy was admitted to the to our clinic with the complaint of a mass in the right nasal cavity that led to progressive respiratory distress after birth. The physical examination of the patient showed a mass filling the right nasal cavity with hard elastic consistency. MRI of the patient revealed a cystic mass in the right nasal cavity which was approximately 7×15×22 mm in size without significant enhancement. There was no intracranial extension (Fig. 3) . Total tumor excision with endoscopic transnasal surgery was performed under general anesthesia with a preliminary diagnosis of nasal glioma. The postoperative pathologic examination comfirmed the diagnose (Fig. 4) . There was no recurrence or major complication during the postoperative eighteen months follow-up.
Discussion
Congenital midline nasal masses are very rare anomalies. The most common forms are dermoid cysts, nasal gliomas, encephaloceles and hemangiomas 6 . Nasal glioma is not a real tumor. During embryonic development, as a result of the abnormal closure of the nasal and frontal bones it occurs as extracranial settlement of ectopic glial tissue. Histologically, it is composed of Treatment choice is surgical excision. Lateral rhinotomy approach or endoscopic surgical methods can be applied in intranasal masses. After excision or biopsy complications such as CSF leak and recurrent meningitis may occur. Nowadays transnasal endoscopic surgery is more preferred since the use of it is minimally invasive 1, 5 . In both of the cases presented here, masses were excised completely with transnasal endoscopic surgery. In the follow-up of our cases there was no recurrence or complication observed.
As a result; nasal glioma should be kept in mind in the differential diagnosis of patients presenting with nasal mass especially in the newborn and infancy period. Treatment choice is total excision of the tumor and we believe that endoscopic transnasal surgery could be performed as a minimally invasive method in the management of the disease.
glial cells and neuroglial elements in the matrix within the connective tissue. Therefore, it is also called as glial heterotropia by some authors. Nasal gliomas may be associated with subarachnoid space or dura 4, 5 . İt is frequently seen in infants and preschool-age but very rarely can be also observed in adults. Clinically,it can be seen in the form of extranasal (60%), intranasal (30%) or mixed type (10%) 3 . The cases presented were thirteen and nine months male patients and the masses were located intranasally and presented just after the birth.
Similar to other intranasal tumors, intranasal glial heterotopia can cause symptoms like nasal obstruction, rhinorrhea, and bleeding. Clinically, these tumors are often seen as hard, non-pulsatile and gray or pink colored mass 1, 4 . Clinical findings and preoperative imaging methods, such as computed tomography and MRI can not distinguish nasal gliomas from the other midline masses (dermoid cyst, teratoma, hemangioma, lipoma etc.). Histopathological and immunohistochemical examination is needed for the differential diagnosis. Preoperative imaging techniques are used for evaluation of the boundaries of the mass and relationship of it with the surrounding tissues 2 . To support the diagnosis of nasal glioma neuron-specific antigens such as neuron specific enolase (NSE), glial fibrillary asidic protein (GFAP) and S-100 protein examination can be performed immunohistochemically 1 
.
In the cases presented MRI was used as preoperative imaging technique and it did not show any intracranial connection or invasion into surrounding tissues. Immunohistochemical examination of the excised specimens showed NSE, GFAP and S-100 protein positivity.
